Ventilator associated pneumonia (VAP) is one of the most common hospital acquired infection among patients in the ICU, with an estimated incidence of 10 -20% in some institutions. 1 Despite extensive research, the implementation of VAP prevention measures or "bundles" in acute care hospitals, strategies of active surveillance and early detection, advances in antimicrobial therapy and stewardship, and national tracking methods (National Healthcare Safety Network), VAP continues to be substantially associated with patient morbidity and mortality. 2 Although the attributable mortality of VAP remains unknown, it has the highest associated mortality rate (25-50%) of all the hospital acquired infections. Despite declines in VAP rates nationally (National Healthcare Safety Network), multiple negative outcomes are associated with VAP, such as prolonged mechanical ventilation, longer hospital stays, excess use of antibiotics, increased utilization of healthcare resources, and excess healthcare costs. [1] [2] Since VAP is associated with worse outcomes, it remains a major focus of quality initiatives and patient safety efforts in the healthcare setting.
Most healthcare facilities implement a VAP "bundle" for prevention, with the most common elements being elevation of the head of the bed, oral care, daily interruption of sedation, evaluation for a spontaneous breathing trial, gastrointestinal prophylaxis, and thrombotic disease prevention; but with these bundle components, full adherence to all the elements is a major hurdle. 3 Educational campaigns and alerts via electronic medical records can increase adherence. 4 Reporting of adherence and VAP rates to providers, with comparison to colleagues, can also improve implementation of all the elements. [3] [4] Throughout these studies, the burden of adherence largely fell on nursing staff. Even the implementation of a spontaneous breathing trial was directed by the nursing staff and carried out by the respiratory therapist (RT). With advanced nursing care needs in the ICU, bundle adherence can suffer as the nursing staff is spread thin and implementation of the elements can be delayed.
In this issue of RESPIRATORY CARE, Arroliga et al propose that a multidisciplinary team approach is paramount to ensure adherence to evidenced-based practices of a VAP bundle. 5 In turn, a reduction in the incidence of VAP is reported. Rather than report on the bundle component adherence or the method of alerting and reporting adherence, Arroliga et al focused on how these components were implemented, with a specific focus on oral care. In a retrospective cohort study conducted in a single-center setting, VAP bundle adherence was evaluated with RT involvement. Historically, the oral care component of the bundle had been done by nurses, with hydrogen peroxide solution every 4 hours. However, poor adherence to oral care was observed (33%), and the responsibility was transferred to the RTs. Around the same time of this shift in responsibility, they also switched to using chlorhexidine 2% solution every 12 hours.
SEE THE ORIGINAL STUDY ON PAGE 688
Arroliga et al observed that when the RTs assumed the responsibility of oral care, adherence drastically improved, to above 97%. Not only did adherence increase, but VAP declined as well (4.27/1,000 ventilator days vs 1.20/1,000 ventilator days). Declines in antibiotic days were also noted. Although this study could not definitively establish causality in the reduction of VAP rates, the RTs' assumption of oral care and the increased bundle adherence (along with a chlorhexidine solution change) achieved a moderate decline in VAP rates. The individual impact of the increased adherence under RT care, or of the change to chlorhexidine from hydrogen peroxide, is unknown; but the impact on VAP rates was substantial and highlights the importance of a multidisciplinary role for prevention.
Arroliga et al emphasize the importance of a multidisciplinary task force to deliver best practices, with responsibility shared between nursing and RTs. This study highlights the role RTs can play in VAP prevention outside of ventilator management and spontaneous breathing trial initiation. Their work can expand to the bedside team and directly impact VAP rates. In this center, RT involvement worked well, but in some institutions another team may be better suited for the role of oral care. The role of a single center study can be limiting, but in this case it highlights the importance of a multidisciplinary approach-working as a team toward a common goal to improve patient outcomes. 
